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Advance directives have been widely endorsed, and empiric 
work has taken place that can aid clinicians in the appropriate use 
of validated documents. This report reviews philosophic and 
methodologic issues and offers practical illustrations. Despite the 
evidence that advance directives can work, there are serious 
barriers to their actual use. Therefore, these barriers are evalu- 
ated and potential solutions suggested. 
(J Am CoU Cardiol 1995;25:35-8) 
Advance directives are stated preferences regarding health 
care in case of future decision-making incapacity. They have 
enjoyed overwhelming endorsement from government, legal, 
medical, patient and lay organizations (1-5). Some prefer 
instructional directives (e.g., living will, medical directive); 
others prefer proxy designation forms; and for many they are 
complementary when used together (6). This report examines 
three questions in relation to advance directives. First, Can 
they work? The answer to this appears to be "yes." Second, Do 
they work? The current answer to this appears to be "no." 
Third, Are there realistic solutions to this problem? An 
affirmative set of solutions are advanced. 
Can Advance  D i rec t ives  Work?  
To work, advance directives have to be able to 1) accurately 
state a patient's true prior wishes, and 2) be usable within the 
logistic constraints of clinical practice. 
Accurate representation of prior wishes in instructional 
directives. Psychometric methods are usually used to assess a
document's ability to accurately represent aspects of a person. 
Standard criteria of validation and reliability must be met in 
instructional forms of advance directives just as for any survey 
or testing instrument. These criteria include face and content 
validity (reasonable coverage of specified content area), con- 
struct validity (proper construction of questions to measure 
intended items), predictive or criterion-related validity (rea- 
sonable relations between variables) and test-retest reliability 
(7). A few predrafted documents have been evaluated by some 
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or all of the aforementioned criteria (8,9; MacDonald H, 
Choudry N, Singer P. Personal communication, 1994). 
The medical directive, for example has met face and content 
validity to the following extent: Its design was completed by 
physicians based on the basis of cases in published legal reports 
and common cases in medical practice; study of its use showed 
ostensibly reasonable choices by patients (1% of choices were 
clinically nonsensible) and there was similarity of choices 
among patients, physicians and nurses; and it has been modi- 
fied in the light of experience during its use (10). Thus, 
clinicians can expect that the document elicits information 
from patients that will be useful in many actual eventualities. 
Construct validity has been evaluated for the same docu- 
ment by using factor analysis (analysis of how variables cluster 
[7]) on data from patient's completed medical directives. It 
appears that, in advance decision making, patients consider at 
least the following factors represented in the document: prog- 
nosis, disability and treatment invasiveness. Item response 
analysis indicates additionally that the treatment-specific re- 
sponses correspond to selections for general goals for care 
sufficiently to affirm construct validity. However, correspon- 
dence is not tight enough to allow recommendation of general 
use of goals alone (11-13). Thus, clinicians hould attempt to 
use both goals for care and specific treatment choices with 
patients, and choose their document accordingly. 
Predictive validity in advance directives requires that stated 
choices can accurately predict other choices. Clinically this is 
important because many patients have less than comprehen- 
sive advance directives. To confirm predictive validity and to 
provide guidance for decision making, predictions can be 
calculated by treating aspecific treatment choice as if it were a 
test of another choice (14,15). Data from patients' completed 
directives provides prior probabilities for every decision on the 
document for that population. The sensitivity, specificity and 
likelihood ratio can also be calculated for every decision pair, 
that is, the "test" choice and the "predicted" choice (15). 
Predictions can be calculated as follows. Consider a patient in 
a coma with small chance of recovery who clearly stated that he 
or she did not want artificial nutrition in such circumstances. 
Suppose the question is whether or not to enter a "Do Not 
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Resuscitate" order on the chart. From the previous data it is 
known 1) that the prior probability of declining resuscitation i
this circumstance is 55%, that is, the prior odds are 1.2; and 
2) the likelihood ratio for this decision pair is 12.6. Therefore, 
the posterior odds are 1.2 × 12.6 = 15.1. That is, the posterior 
probability that he or she would have stated awish to decline 
resuscitation i an advance directive is 15.1/(1 - 15.1) = 94%. 
Analogous calculations can be made for a wide variety of 
decision pairs, and provided that the decisions in the pair 
concern similar invasiveness and prognosis or follow logical 
patterns, the posterior odds are often very high. To make full 
and most accurate use of this kind of information the lists of 
prior probabilities have to be available. Ultimately, prior 
probability lists for a selection of validated predrafted irec- 
tives could be kept in hospital wards and intensive care units 
along with other texts and reference sources. In the absence of 
such reference charts clinicians can still use simple logical 
patterns. Highest likelihoods are found, for instance, when 
decline of noninvasive tests is used to predict decline of 
invasive tests or when decline of intervention i  a better 
prognosis or lower disability scenario is used to predict decline 
in a worse prognosis or greater disability scenario (15). 
Test-retest reliability in advance directives has been evalu- 
ated over intervals from weeks to years. In judging what 
reasonable standards are, it is important to note that advance 
directives are justified by surviving interests, just as are estate 
wills. They are only about applying prior wishes. They are not 
about real-time autonomy for incompetent patients because it 
is logically impossible to know the wishes of a wishless person 
(16). Thus, concerns about patients changing their minds in the 
light of experience do not apply to advance directives. If the 
patient is still competent, advance directives are not activat- 
able. If the patient is awake and experiencing things but not 
competent, advance directives may also not apply; traditional 
methods of substituted judgment need to be used in such 
circumstances (17). Only when patients are wishless do ad- 
vance directives apply clearly, and in this case prior wishes are 
applied to current circumstances. Bythis reasoning, stability of 
choices need only meet ordinary standards of test-retest 
reliability, which they generally do (18-21). Other standards 
may also be useful. At least in the medical directive, patient 
choices are as stable as physician choices (22), and, to use a 
different comparison, decisions to forgo life-sustaining treat- 
ment are about as stable as other momentous life decisions, 
such as marriage rates in the United States (15). 
Use in the clinical context. It is now well established that 
patients receive advance care discussions positively; that clini- 
cian involvement in their use can be accomplished within the 
time limits of short office visits; and that patients can generally 
use them even when they have lower educational levels (14,23- 
27). Recommendations for step-by-step guidance of patients 
through the process, either by physicians or other profession- 
als, are becoming available (28; Emanuel LL, Danis M, 
Pearlman RA, Singer PA. Unpublished observations). Perhaps 
the single most important step that a physician can take is to 
help a patient hrough decisions on a sample document or 
worksheet, using pencil rather than pen to allow reflection and 
discussion with others before it is made permanent. Necessary 
for the informed consent to prior decisions, guidance through 
a worksheet can be readily accomplished in -15 min. Anec- 
dotal experience suggests hat for a new patient, by about he 
fifth visit a sufficiently trusting relationship has been estab- 
lished for timely completion of the planning discussion. Pro- 
viders who have become skilled in the process find it helpful for 
the patient-physician relationship. It is often a worthwhile 
investment of time because subsequent decision making, even 
when the patient is still competent, can be more efficient and 
less troubled (29). 
Do Advance Direct ives Work? 
In contrast o the optimism regarding their useability, 
advance directives do not seem to be working in practice. 
Proxy decision making. Proxy designation is limited by the 
very well documented if surprising inability of most spouses 
and physicians to accurately predict he actual prior wishes of 
patients. Only 33% to 68% of substituted judgments by 
spouses or physicians are estimated to match the patient's 
actual prior wishes (30-34). There is further eluctance among 
proxies chosen from among loved ones to carry out a patient's 
prior wishes, at least when they are for withdrawal of life- 
sustaining treatment (-60% of decisions would be acted on) 
(35). The burden on proxies of decision making toward the end 
of life is high, and there are multiple conflicting interests that 
may interfere with their ability to accurately represent the 
patient's prior wishes or even their best interests (36). Al- 
though it is reasonable to think that prior discussion between 
the patient and proxy would narrow this gap, the prevalence of 
such discussions i  tow (16% to 55% of patients) and may often 
fail to override the proxy's conflicting interests (37). Finally, 
formal proxy designation still occurs at a low rate. Five months 
after the Patient Self-Determination Act(37), which prompted 
much publicity and required questioning all patients about 
prior planning at the time of enrollment or admission into a 
health care facility, only 21% of patients had a proxy form. 
About 50% of patients have an estate will, so perhaps this 
represents an upper limit of expectable advance directive use 
(14). When the relevant factors are multiplied, only 2% to 23% 
of potential decisions (depending on whether the lowest or 
highest estimates are used) are or can be benefitted by 
accurate proxy decision making (38). 
Instructional directives. The situation is only slightly bet- 
ter for instructional directives, even highly specific ones. They 
continue to be used at a low rate (among -18% of patients), 
and a similar upper estimate of 50% eventual use can be 
projected (14,38). When this range of rates is multiplied by the 
incremental losses of accuracy due to patient clinical error (1% 
of decisions), inaccurate representation (30% to 25% of 
decisions) and inaccurate xtrapolation (33% to 0% of deci- 
sions), only 7% to 42% of potential decisions (again depending 
on whether the lowest or highest estimates are used) benefit 
from accurate instructional decision making (38). 
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Potential Solutions 
Patients cite one of the most important barriers to use of 
advance directives as lack of physician initiative. This could be 
remedied by improved teaching--in medical schools, residency 
training and continuing education--of facilitated planning by 
physicians and associated providers. Strong physician recom- 
mendations to use both instructional directives and proxy 
designation, as well as initiative to involve the proxy in the 
process, could help surmount some of the limitations of 
infrequent prior discussion rates and inaccurate proxy deci- 
sions (39). 
Nevertheless, asnoted earlier, advance directives may never 
reach more than a bare majority of patients, so adjunctive 
policies are necessary. An interesting calculation demonstrates 
that if decision making followed majority patient preferences, 
decisions could match an individual patient's preferences 
relatively well. A patient with no advance directive would have 
his or her preference matched with a probability corresponding 
to the extent of the majority for any given decision. So, for 
example, for a persistent vegetative state, 80% of patients 
declined mechanical ventilation. Therefore, the same decision 
would have an 80% chance of matching the wishes of the 
patient with no advance directive. This and similar examples 
compare favorably with current decision making by personal 
advance planning. Thus, majority patient preferences could 
provide a default set of guidelines for patients without advance 
directives. Such default policies would have to be based on 
knowledge of appropriate population preferences. Patients 
would have to be alerted to the default guidelines at the time 
of enrolment or admission, and those with important differ- 
ences in health-related values would be strongly urged to have 
personal directives to "trump" such default guidance. Opt out 
by proxy initiatior would also have to be possible. Nevertheless, 
use of such default guidelines may be a useful and comforting 
adjunct o decision making by the physicians and proxies for 
the many people with no advance planning (38). 
Conclusions 
Advance directives have been subjected to increasingly rigor- 
ous methods of research. Validated irectives should be available, 
and it is well established that they can work. Nevertheless, they 
are poorly used in practice. The physician's trained initiative in 
taking a patient hrough a worksheet may be the single most 
useful act in overcoming some of the barriers to their use. Default 
guidelines can be helpful for the many remaining patients who 
will never have an advance directive. 
I thank Hillel Alpert for methodologic assistance and Pamela Barron for 
secretarial ssistance. 
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